Proximal gastric vagotomy (PGV) results in the division of the branches of the vagus that pass to the body of the stomach. The body of the stomach is lined by mucosa which contains acid-secreting parietal cells. All other branches of the vagus nerve are preserved, including those that pass to the antrum, pylorus and duodenum.
Proximal gastric vagotomy (PGV) results in the division of the branches of the vagus that pass to the body of the stomach. The body of the stomach is lined by mucosa which contains acid-secreting parietal cells. All other branches of the vagus nerve are preserved, including those that pass to the antrum, pylorus and duodenum.
A consecutive series of 100 men with uncomplicated chronic duodenal ulcer has been prospectively randomized into two groups. In the first, of 52 men, PGV was performed and in the second, of 48 men, PGV with a modified form of Finney pyloroplasty (PGV +P) was carried out.
It is not the purpose of this paper to describe the technique of PGV in detail but two points will be made. The first is that adequate exposure is essential and we have found that a 4 bladed ring retractor is essential ( Fig 1A, B ). The second is that for all patients in the series the junction between body and antrum was measured by sampling the active gastric mucosa, 15 minutes or so after intramuscular injection of pentagastrin, with a peroral pH probe (Pye) by manipulation through the intact gastric wall. It was found that this junction lay between 5 and 7 cm from the pylorus, and the dissection resulted in the preservation of the last major branch of the nerve of Latarjet both anterior and posterior that could be seen easily by the naked eye. Assessment of patients has been by measurement of acid reduction and by clinical follow up.
Results
Insulin responses: An insulin test to 0.2 units/kg soluble insulin intravenously was carried out between the 10th and the 14th postoperative day. Interpretation was by Hollander's criteria with the exception that a positive in the first postinsulin-hour was called 'early' and in the second hour 'late'. The results are shown in Table 1 in which it is seen that of the 88 patients with satisfactory tests 61 were negative, 15 late positive and 12 early positive. Thirty-two patients who were negative have been retested at least six months later and 15 of those have converted to either a late or an early positive response, while 17 remained negative. Peak acid output to pentagastrin (PAoP): The PAop was measured before and 10-14 days after operation. As shown in Table 1 , the mean reduction by PGV or PGV+P in those with a negative or late positive insulin response was similar, ranging from 51 % to 58%. However, with an early positive insulin response the reduction fell considerably and, largely due to one patient, no mean reduction was seen after PGV +P.
Clinicalfollow up was carried out on the basis of a personal interview (C W). A proforma was completed for each patient at each visit. The length of follow up varied from one month to 3 years 8 months, but only those patients at least one year after operation have been included in the symptomatic review (Table 2) . There have been 4 proven recurrences, 2 after PGV and 2 after PGV+P. Those after PGV have been re-operated on and truncal vagotomy and pyloroplasty carried out. At the present time both remain well. The patients with recurrence after PGV+P have so far not been operated on.
Diarrhoea, that is more than 3 stools per day, or undue urgency or undue looseness, has been remarkable by its mildness. In contrast to this, dumping was severe in 2, moderate in 1 and mild in 5 patients after PGV+P, a significantly higher incidence than after PGV following which only 3 patients had it to a mild degree. The number of patients with other symptoms and the degree to which they experienced them are also shown in Table 2 . The Visick grading (Table 3) is included since it provides a synthesis of the symptomatic results in the two groups.
Discussion
One of the obvious points to emerge from this series of patients is the greater incidence of dumping following PGV+P. A possible explanation is illustrated in Fig 2 in which the innervated antrum, being capable of reflex contraction, expels its contents through the widely open gastric outflow tract. Whatever the reason, it is sufficient to constitute a contraindication to pyloroplasty after PGV.
One of the other features of the follow up has been the conversion of the insulin response The stomach now lies infront ofthe left lobe of the liver. It has been held there by severallsutures placed through the liver capsule and the ligamentum teres towards positivity with the passage of time. It is possible that vagal ifilaments from the exposed cut edge of the lesser omentum grow back into the lesser curve of the stomach. So as to separate these two parts, it has been found possible to interpose the previously mobilized left lobe of the liver behind the stomach and in front of the lesser omentum (Figs 3 and 4 ). This has been carried out on 10 patients and does not affect the mechanical emptying of the stomach. Whether there is a reduced tendency for the insulin test to become positive will depend on retesting these patients at least six months after operation.
From a symptomatic standpoint the trend seems to be for patients to fare better after PGV than after PGV±P. The major difference is in relation to dumping, although there were 2 more patients with X-ray and endoscopically negative indigestion after PGV+P than after PGV.
The recurrence rate stands at 4 % at the present time in the follow up. Obviously we hope that it does not rise very much above this figure but the follow up is in the early stages. The mean reduction in PAOp achieved by PGV is similar to that occurring after either truncal or selective vagotomy with pyloroplasty. We would expect the results in terms of recurrence, therefore, to be similar to those achieved by these operations.
The patients who underwent PGV without pyloroplasty have achieved a highly satisfactory result.
Partial Inferior Vena Caval Occlusion by Clip by A M N Gardner Mch FRCS (Torbay Hospital, Torquay, Devon)
When medical measures to control pulmonary embolism fail or are contraindicated surgery can be life-saving. Surgery aims at preventing emboli of the lethal size of 7 mm or more (Lewis 1960) which usually arise in the legs or pelvis, from reaching the lungs. Protection is best achieved by narrowing the lower inferior vena cava, since subsequent complete occlusion after the arrest of emboli is best tolerated at this level, the important inflowing lumbar and gonadal vein collaterals above the block being spared. 
